In presenting this paper, I submit a record of the practical side of the emergency obstetric service in Ayrshire, together with some observations upon the underlying theoretical principles with certain indications for their application to the service.
It is my hope that you will be sufficiently interested to discuss both the practical and theoretical aspects of the matter, since the organisation and equipment is still sufficiently adaptable to profit by your criticism whether constructive or destructive.
In all ventures of this type a knowledge of terrain is necessary.
The County of Ayr is rather elongated, its coastline, from Skelmorlie in the north to Ballantrae in the south, extending for some seventy miles. From Ayr, on the coast, to Muirkirk, near the eastern border, is twenty-six miles. Seafield Hospital, Ayr, is the base from which the service operates meantime. From the purely topographical point of view this is quite a favourable centre but, actually, the population of the county administrative area (roughly 210,000) is mainly massed along the coast from Ayr to Ardrossan and in the valleys of the Rivers Garnock, Irvine, Ayr, and Doon. To suit the convenience of the greater number, the base will be transferred shortly to a point midway between Irvine and Kilwinning, where a new maternity hospital is being constructed. This change will lead to a reduction in the total mileage covered, but there will still be a number of long journeys to be made for urgent cases, and this need dictates the first principle of the organisation. It dangers. Post-partum haemorrhage was the most obvious condition covered by the proviso, and accordingly the most obvious condition with which the service must be prepared to cope.
In addition it seemed to me likely that the family practitioner might be glad of domiciliary assistance in some cases of ante-partum haemorrhage, abortion, and difficult labour.
I therefore decided to plan for these conditions as well. Equipment.?Having decided the scope of the service, the standard of equipment was the next problem. It seemed best to arrange for as lavish an equipment as was consistent with portability, and to aim at providing the patient in her own home with all the protective devices of the hospital. This necessitated in the first place a sufficiency of sterilised drapings, rubber gloves, etc. In addition to these, instruments must be provided on a scale adequate for carrying out blood transfusions and any of the routine vaginal treatments for the common emergencies. This might require anything from a forceps for puncturing the membranes to a cranioclast. As it was extremely unlikely, however, that the latter would be required as an aid, for example, to manual removal of the placenta, the necessity for subdividing the equipment was obvious, although the proposal to have a separate bag for each condition to be treated was not regarded favourably. The first subdivision was between haemorrhages and dystocia. Complete separation of haemorrhage equipment from dystocia equipment was not advisable, however, but it was obvious that cervical dilators and ovum forceps would ordinarily be superfluous for a difficult labour at term, although one must be prepared for a post-partum haemorrhage. The special instruments for abortion were therefore split off from the main haemorrhage equipment. It will be noted that I was obliged to remove the placenta manually on four occasions. One of these patients subsequently All mothers survived.
One developed pelvic cellulitis and temporary recto-vaginal fistula.
All remainder healed well.
Perineal Tears.?The patients to whom this table refers were treated within six hours of delivery. The case which subsequently developed pelvic cellulitis was severely shocked as a result of the face to pubis instrumental delivery which had caused the tear, and she was also suffering from traumatic post-partum haemorrhage. She was given intravenous dextrose saline at the time of the repair. Her eventual recovery was complete.
Special after-treatment ordered for these cases was limited to the administration of liquid paraffin, half an ounce thrice daily throughout the lying-in period. Purgatives were to be avoided unless fever developed, when castor oil was recommended after the fifth day, preceded by a retention olive oil enema.
In concluding this paper, I should like to thank the Society for the opportunity of presenting it. I may be accused of temerity in submitting so verbose a report upon a service of such short duration.
However, the necessity for the establishment of services of this type in other parts of Scotland will soon arise, and your criticisms, which I now invite, may demonstrate shortcomings in the Ayrshire arrangements by which these new services will profit.
Discussion.
Dr Hamilton said that Dr Morris had read to the Society a most important paper which he, personally, had found very fascinating.
He thought that the work and methods described deserved the greatest respect. 
